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Recommendations

Major Recommendations
Indications

Oral or Nasal Enteric Tubes

Nasogastric (NG), oral gastric (OG), nasojejunal (NJ), or oral jejunal (OJ) tubes are generally recommended for short-term use (i.e., from a few
days to 6 weeks). This can be for gastric or small bowel feeding or gastric decompression.

In general, patients who have facial trauma, nasal injury, or abnormal nasal anatomy that precludes nasal access are candidates for oroenteric
tubes. There have been published data that indicate that patients with nasal airway intubation have more episodes of sinusitis than patients with oral
airway intubation. From this study and other similar studies, the belief that there is a decreased incidence of sinusitis with an oroenteric feeding tube
versus a nasoenteric feeding tube has been extrapolated. A prospective epidemiologic study performed in patients in an intensive care unit noted
that feeding through a nasoenteric tube, in addition to other factors, was associated with an increased risk of nosocomial sinusitis (odds ratio, 14.1)
In patients with preexisting sinusitis, an oroenteric tube is preferred.

Gastric Feeding

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=21782465


The gastric route is the most common artificial nutrition route used for feeding. Candidates for gastrostomy generally must have normal or near-
normal gastric and small bowel motility. Their gastric anatomy has to be adequate to receive a gastric access tube. If a bolus feeding regimen is
required for a patient, gastric feeding is most commonly prescribed, although there are no published, prospective, randomized trials demonstrating
a superiority of bolus versus continuous gastric feeding.

Small Bowel Feeding

Patients who are unable to tolerate gastric feedings, cannot receive a gastric enteral access tube as a result of altered anatomy, have gastric outlet
or duodenal obstruction, have a gastric or duodenal fistula, or have severe gastroesophageal reflux disease should receive a jejunal feeding tube.

There has also been a great deal of discussion and clinical investigation regarding the use of small bowel feeding for the prevention of aspiration
pneumonia. A metaanalysis reported a reduction in ventilator-associated pneumonia with small bowel feeding compared with gastric feeding. A
separate metaanalysis noted an odds ratio of 1.44 (95% confidence interval [CI], 0.84–2.46; P = .19) for the risk of gastric feeding and the
development of aspiration pneumonia compared with small bowel feeding. One prospective randomized trial compared duodenal and gastric
feeding and showed that the nasoduodenal feeding group had a higher average daily calorie and protein intake compared with the nasogastric
feeding group and achieved nutritional goals earlier. In terms of clinical outcomes, patients in the nasoduodenal feeding group had a lower rate of
vomiting and ventilator-associated pneumonia.

The use of small bowel enteral feeding during episodes of pancreatitis has been a relative recent change in clinical practice. Multiple prospective,
randomized trials have demonstrated improved outcomes, including decreased length of hospital stay, decreased infectious complications, and
reduced overall health care cost with the use of jejunal feedings compared with parenteral nutrition. More recently, the use of gastric feedings in
patients with acute pancreatitis has been evaluated, although a definitive conclusion regarding its appropriateness has not been determined.

Gastrointestinal (GI) Decompression

For patients with GI obstruction or a GI fistula, decompression can be used to remove GI secretions and oral intake. A gastric decompression
tube can be placed through the nose or mouth or percutaneously. Gastric decompression using a gastrostomy tube has been used with good
clinical success. Some gastrojejunostomy tube systems have two ports (openings)—one into the stomach and one into the small intestine—and can
be used for concurrent jejunal feeding and gastric decompression. There are some reports regarding the placement of small bowel feeding tubes
for decompression of a small bowel obstruction. Direct small bowel decompression in these cases has resulted in improved clinical results
compared with gastric decompression tubes.

Intestinal Access for Biliary Procedures

Retrograde intestinal access can be the preferred access to the biliary system, especially in patients with previous surgically altered anatomy, such
as Roux-en-Y anastomosis. The advantage of this approach is the ability to get access to the entire biliary tree from one access site. This route was
found especially useful in patients who required repeat interventions in cases of large stone burden and biliary strictures.

Cecostomy Tubes

Decompressive or lavage cecostomy tubes can be placed surgically or percutaneously with endoscopic or image guidance. Percutaneous
cecostomy is indicated in patients with neurologic disease that results in fecal incontinence (e.g., spina bifida, meningomyelocele, spinal cord injury,
cerebral palsy) to facilitate cleansing enemas. Percutaneous cecostomy may also be indicated for chronic refractory constipation, chronic colonic
pseudoobstruction, and colonic obstruction.

Preprocedure Assessment

Management of Anticoagulant and Antiplatelet Therapy

Recently, the American Society for Gastrointestinal Endoscopy (ASGE) and Society of Interventional Radiology (SIR) issued recommendations
regarding the management of patients receiving anticoagulant or antiplatelet therapy and patients with coagulopathy. Similar in essence, these
recommendations are different in their approach. For that reason, both sets of recommendations are included here.

ASGE Recommendations

According to the ASGE recommendations, the risk from bleeding related to the procedure itself must be evaluated with respect to the risk of a
thromboembolic event if the anticoagulant or antiplatelet therapy is stopped. Preoperative assessment should focus on differentiating high-risk from
low-risk procedures, and then determining whether the patient has a high-risk or low-risk condition. Procedural risk refers to the propensity for a
given procedure to produce significant or uncontrolled bleeding should anticoagulant or antiplatelet therapy be continued throughout the



intervention. A low-risk procedure would include routine use of endoscopy or fluoroscopy for tube placement, where no percutaneous incision is
made. A high-risk procedure would include any enteral access technique that involves an incision or establishment of a fresh stoma (see Table 1 in
the original guideline document for a list of low-risk and high-risk procedures for patients receiving anticoagulant or antiplatelet therapy). Risk
based on patient condition relates to the probability of a thromboembolic complication occurring should anticoagulation or antiplatelet therapy be
stopped before the procedure (see Table 2 in the original guideline document for a list of low-risk and high-risk conditions for patients receiving
anticoagulant or antiplatelet therapy).

Recommendations for low-risk procedures regardless of patient condition are as follows. Anticoagulant therapy should be continued. If the patient
is receiving warfarin, the international normalized ratio (INR) should not exceed therapeutic range and antiplatelet therapy should be continued.
Recommendations for a high-risk procedure in patients with a low-risk condition are different. Warfarin should be stopped 5 days before the
procedure. The INR should be checked on the day of the procedure and should be confirmed to be lower than 1.5. Warfarin may be started later
on the night of the procedure, with the INR checked 1 week later. Clopidogrel therapy should be discontinued 7 days before the procedure, with
aspirin therapy continued. Alternatively, if the patient is not receiving aspirin, aspirin therapy should be started as the patient discontinues receiving
clopidogrel. Clopidogrel therapy may be restarted the day after the procedure.

Recommendations for a high-risk procedure in a patient with a high-risk condition are as follows. Warfarin should be stopped 5 days before the
procedure. A therapeutic dose of low molecular weight heparin should be substituted, with the dose withheld on the morning of the procedure.
That night, following the procedure, warfarin should be restarted at the full therapeutic dose. For clopidogrel therapy, the clinician should discuss
the necessity of the procedure first with the primary care physician, as risk is significant. If the procedure is deemed to be essential, clopidogrel
should be stopped 7 days before surgery and the patient given aspirin therapy in the interim. Clopidogrel therapy may be restarted on the morning
after the procedure.

SIR Recommendations

According to SIR recommendations, GI interventions involving percutaneous incision (e.g., gastrostomy, jejunostomy, and cecostomy) are
designated as category 2 procedures (i.e., those with a moderate risk of bleeding). For this group of procedures, the following recommendations
were issued:

1. INR: If greater than 1.5, correct until it is less than 1.5.
2. Platelets: If platelet count is lower than 50,000/µL administer transfusion until the count is greater than 50,000/µL.
3. Clopidogrel: Withhold for 5 days before the procedure.
4. Aspirin: Do not withhold.
5. Low molecular weight heparin (therapeutic dose): Withhold one dose before the procedure.

Antibiotic Prophylaxis

Patients undergoing gastrostomy placement are often at increased risk for infection secondary to poor nutritional status, advanced age,
comorbidities, and immune compromise. Factors that increase risk for infection are patient-related (e.g., diabetes, obesity, malnutrition, chronic
steroid administration), technique-related (e.g., transoral technique vs transabdominal technique or failure to provide antibiotic prophylaxis), and
external bolster traction–related. The incidence of peristomal infection following percutaneous transoral tube placement ranges from 5.4% to
30.0%. The majority of infections (>70%) are minor. Major infections requiring specific medical or surgical therapy are rare, involving fewer than
1.6% of cases. A metaanalysis of 11 prospective randomized trials involving more than 1,100 patients has shown that there is a statistically
significant decrease in the incidence of peristomal infection with the use of prophylactic antibiotics. A first-generation cephalosporin or some other
similar agent that covers typical cutaneous organisms should be selected. Specific antibiotic prophylaxis is not required for these techniques in a
patient who is already receiving antibiotics.

One of the advantages of the transabdominal route is the ability to avoid passage of a gastrostomy tube through the oropharynx, thus avoiding the
exposure of the tube and subsequently the gastrostomy tract to oral flora. This potentially reduces the infection rate. A recent randomized
controlled study confirmed this assumption and demonstrated no statistically significant difference in rate of peristomal infection during
transabdominal gastrostomy with or without administration of preprocedural antibiotics.

Dietary Preparation

By general consensus, patients should be kept nil per os past midnight for a procedure the following day. However, it may be appropriate to
provide clear liquids up to 2 hours before the procedure to reduce the risk of volume depletion.

Laboratory Tests

Before the procedure, a complete blood count should be considered to confirm the platelet count, to evaluate for presence of anemia, or to identify



an increased white blood cell count suggesting infection. If a percutaneous procedure is involved, prothrombin, partial thromboplastin, and INR
should be checked. An arterial blood gas analysis is not required, as oxygen saturation is monitored continuously throughout most radiologic and
endoscopic procedures. Obtaining an arterial blood gas analysis should be considered if there is concern for respiratory compromise or that the
patient might not tolerate conscious sedation. For patients at high risk, the procedures may need to be scheduled with anesthesia to provide better
airway control and monitoring of hemodynamic stability.

SIR recently issued the following recommendations regarding laboratory testing before the procedure.

INR: Recommended for all patients.
Activated partial thromboplastin time (PTT): Recommended for the patients receiving intravenous unfractionated heparin.
Platelet count: Not routinely recommended.
Hematocrit: Not routinely recommended.

Refer to the original guideline document for the technical aspects of tube placement for GI access, including nasoenteric and oroenteric tubes,
placement of NJ or OJ tubes under endoscopic guidance, placement of NJ or OJ tubes under image guidance, percutaneous gastrostomy,
transoral gastrostomy placement, transabdominal gastrostomy, percutaneous gastrojejunostomy, percutaneous jejunostomy, and percutaneous
cecostomy.

See also Table 3 in the original guideline document for the proposed modified enteric access terminology based on the route of access introduction
(natural orifices versus percutaneous) and the method of guidance (endoscopic and image-guided).

Special Considerations

Gastric Bypass

Excessive weight loss postoperatively in patients with gastric bypass and Roux-en-Y anastomosis may necessitate enteral feeding. However, the
stomach may not be accessible by routine endoscopy. Several options for tube placement in this situation are possible. First, percutaneous
gastrostomy may be performed at the time of the original bypass surgery. Although this is certainly not required in the vast majority of patients,
placement of a gastrostomy tube at the time of surgery in patients deemed at high risk for complications (e.g., obstruction or anastomotic leak,
estimated to involve <2% of the total bariatric population) obviates later repeat operation. Gastropexy helps to secure the excluded stomach to the
anterior abdominal wall and Cope loop catheters may be used for the feeding device. This procedure tends to be a temporizing procedure, and
repeat surgical intervention is often required at a later time. A third option is percutaneous gastrostomy with balloon enteroscopy. The double-
balloon technique allows endoscopic evaluation deep into the small bowel, reducing loops of small bowel as the enteroscope is passed along the
GI tract. The endoscopy does need to be done in conjunction with fluoroscopy, because it can be difficult to identify the pancreatic or biliary limb
of the Roux-en-Y. When this limb has been identified, the entrance may be marked with an injection of India ink. The technique does still require
adequate transillumination after the scope has been advanced into the excluded stomach, and failure to transilluminate may preclude successful
placement. Although the pull technique for endoscopy-guided gastrostomy placement has been used successfully, tension on the guide wire and
trauma to the mucosa can be excessive and increase the risk for perforation. For these reasons, the Russell introducer technique should be
considered in patients with this postoperative anatomy.

Enterocutaneous Fistula

Fistuloclysis in patients with enterocutaneous fistula involves placement of a tube through the fistula and delivery of enteral nutrition downstream
into the small bowel. Such feeding in these difficult cases reverses malnutrition, ameliorates parenteral nutrition–induced hepatopathy, and improves
function of the small bowel before repeat operation. In patients with multiple fistulas, fluoroscopy is used to probe each fistula to find the one most
distal in the GI tract. Feeding in more proximal fistulas simply increases output from the fistulas below. A small-bore 8–12-F tube may be placed
through the fistula, and secured by a stitch to the fibrous ring at the mouth of the fistula. The tube is further secured by running stitches from the tube
to the adjacent skin, and then clipping the tube into a clamping device positioned on the surface of the abdomen next to the open wound. As a
fistula may have both an afferent and an efferent limb, it is important to place the tube distal to, or downstream from, the fistula. Inadvertent
placement of the tube in the afferent limb will result in poor tolerance, as peristalsis will drive the infused formula back out the mouth of the fistula.

Billroth II Anastomosis

Direct percutaneous jejunostomy is actually facilitated or made easier by surgery resulting in an antecolic Billroth II anastomosis, as proximal
jejunum is brought out of the retroperitoneal space and the chances for transillumination are increased. For patients with a long afferent limb, it is
important to correctly identify and place the percutaneous jejunostomy in the efferent limb. Failure to do so results in a clinical situation similar to
afferent limb syndrome, wherein poor peristalsis and retention of formula in the afferent limb causes pain, nausea, vomiting, and poor feeding
tolerance.



Continuous Care/Maintenance of GI Access

Tube Dressing and Positioning

The gastrostomy site should be cleaned with mild soap and water; hydrogen peroxide should not be used after the first week after placement as it
can irritate the skin and contribute to stomal leaks. Cut drain sponges should be placed over rather than under the external bumper, so as not to
apply excessive tension to the gastrostomy site. Occlusive dressings should not be used, as they can lead to peristomal skin maceration and
breakdown. Should excessive granulation tissue develop at the gastrostomy site, topical silver nitrate or a high-potency topical steroid can be
applied or the tissue can be trimmed with surgical scissors to reduce irritation and decrease drainage. Daily cleaning of the tube with water and
regular or antibacterial soap is adequate to keep the tube clean. Some institutions do not apply a dressing to the site.

To prevent buried bumper syndrome in transoral tubes, the external bolster of the transoral placed gastrostomy tube should be positioned in a
manner such that the tube can be pushed in and out at least 1 cm. One retrospective study demonstrated a significant reduction in tube-related
complications in a group of patients with a loose external bolster.

Initiation of Feeding

Traditionally, after endoscopic-guided transoral enteric access placement, feeding was initiated after period of time between 12 and 24 hours. It
was expected that, during that time, the GI system returns to normal function and better seal of the enteral opening is achieved. Later, several
prospective randomized studies clearly demonstrated that earlier initiation of feeding at 3 hours, 4 hours, and even immediately is safe. These data
were further analyzed and confirmed in a metaanalysis that summarized six randomized trials.

Similar randomized studies comparing delayed and early feeding following transabdominal gastrostomy placement have not been performed.
Generally, in older literature, the initiation of feeding was reported to be between 12 and 24 hours. In later studies describing experience with
transabdominal access with endoscopic guidance, the initiation of feeding was shorter, at 4 to 6 hours, and appeared to be safe. Future
randomized studies are needed to confirm this latest experience.

Choice of Tube Configuration and Material

Gastrostomy tubes can be classified according to the diameter, material, and retention mechanism. Generally, the choice of diameter of a tube is
dictated by the location of the tube (jejunostomy vs gastrostomy). Smaller-diameter tubes are prone to more frequent dysfunction, so it is
recommended to place the largest diameter tube practically reasonable.

Silicone was the material of choice for enteric tubes for a number of years. Well known to be highly biocompatible, it is structurally weak, resulting
in smaller internal diameter because of the thicker wall. In one laboratory study, polyurethane tubes clogged less than silicone tubes. A
retrospective study demonstrated that silicone tubes deteriorate significantly sooner than polyurethane tubes. That was supported by well designed
prospective randomized study that also demonstrated greater patency and structural integrity of polyurethane gastrostomy tubes. However, in
another prospective study, the authors showed no difference in long-term patency and complications between polyurethane and silicone tubes. In
addition, silicone tubes were found to be prone to fungal colonization, resulting in material degradation and tube occlusion.

Routine Tube Flushing to Prevent Clogging

GI tubes have a tendency to clog, especially tubes of smaller diameter. This occurs between 20% and 45% of the time, depending on the definition
of tube occlusion. This number could be increased 10-fold if gastric residuals are checked through the feeding tube. Tube occlusion is often caused
by the interaction of protein-based formulas with an acidic environment and medications. If not flushed properly, the smaller-diameter tubes—such
as jejunostomy tubes—often clog. Several flushing agents including water, carbonated beverages, and cranberry juice have been studied.
Cranberry juice and carbonated beverages were shown to be inferior to water, most probably because their high sugar content was associated
with stickiness.

Several published cases of infections were traced to tap water flushing. It is generally recommended to flush the tubes with the sterile water;
however, it is recognized that the practices vary in different institutions. Several reports demonstrated superiority of prophylactic use of pancreatic
enzymes to prevent tube occlusion.

Unclogging the Enteral Tube

Even in the best clinical practice, feeding tubes occasionally clog. Simple flushing with water can relieve the obstruction in one third of patients. If
simple water flushing fails to unclog a feeding tube, the installation of pancreatic enzymes can reopen an additional 50% of occluded tubes. If these
efforts fail, attempt to clean the tube with mechanical devices such as a Fogarty balloon, biopsy brush, or commercially available tube decloggers
can be performed. Replacement of the tube is performed as a last resort.



Gastrostomy Tube Change

With optimal care, most transoral bumper-type gastrostomy tubes can remain in place for 1 to 2 years. However, eventually, all tubes will require
replacement as a result of breakage, occlusion, or dislodgment. In contrast, the Cope loop type of transabdominal gastrostomy is usually replaced
1 to 3 months after initial placement.

There are two major types of replacement gastrostomy tubes on the market that differ in their retention mechanism: a double-lumen balloon-type
tube and a single-lumen distensible bumper-type tube. The only study that compared the performance between these two types of tubes
demonstrated that there is no statistically significant difference in terms of skin infection and tube malfunction. The main cause of tube failure in
balloon-type tubes was occlusion; that in the distensible bumper-type tubes was tube degradation.

Low-profile tubes that provide more aesthetic skin-level access to the stomach are especially popular in the pediatric population. The retention
mechanism can be a balloon or distensible bumper, and each device is tailored to the length of the stoma tract of each patient.

Preventive maintenance of gastrostomy tubes that includes elective change at a fixed period of time (usually 3 to 6 months) is the standard practice
in some places. This is more common for the balloon-tip gastrostomy tubes because of the potential for balloon failure.

In circumstances in which a gastrostomy is replaced blindly at the bedside, confirmation of the correct placement by using auscultation and gastric
content aspiration is imperative. If correct position is in question, a postreplacement radiograph with contrast medium should be performed.
Gastrojejunostomy tubes are usually changed over a guidewire under fluoroscopy or endoscopy guidance.

As a result of the small diameter and complicated configurations of gastrojejunostomy tubes, they often require more frequent maintenance and
replacement. Replacement rates of 2.2 times in 39 days have been reported in a pediatric population.

Complications

Refer to the "Potential Harms" field and the original guideline document for information on major and minor complications of gastrostomy tube
placement.

Ethical Issues

Refer to the original guideline document for information on ethical issues.

Conclusions

Gastroenteric access is an integral part of the patient care provided by a variety of health care professionals. Transabdominal and natural-orifice
approaches have been proven to be successful and safe under endoscopic or image guidance.

Clinical Algorithm(s)
None provided

Scope

Disease/Condition(s)
Any condition requiring gastrointestinal (GI) access for enteral nutrition or decompression

Guideline Category
Management

Prevention

Risk Assessment



Clinical Specialty
Colon and Rectal Surgery

Gastroenterology

Geriatrics

Internal Medicine

Nursing

Nutrition

Preventive Medicine

Radiology

Surgery

Intended Users
Advanced Practice Nurses

Dietitians

Health Care Providers

Hospitals

Nurses

Physician Assistants

Physicians

Speech-Language Pathologists

Guideline Objective(s)
To serve as a practical guideline for the health care providers involved in creating and maintaining percutaneous gastroenteric access in adult
patents

Target Population
Adult patients undergoing tube placement for gastrointestinal (GI) access for enteral nutrition and decompression

Interventions and Practices Considered
1. Patient selection (consideration of indications and contraindications for gastrointestinal [GI] access)
2. Preprocedure evaluation

Management of anticoagulant and antiplatelet therapy
Antibiotic prophylaxis
Dietary preparation
Laboratory tests (complete blood count, prothrombin, partial thromboplastin, international normalized ratio [INR], arterial blood gas
analysis)

3. Technical aspects of the procedures (blind, endoscopic, or image-guided)
Placement of nasoenteric (NG) or oroenteric tubes



Percutaneous gastrostomy (transoral or transabdominal approach)
Percutaneous gastrojejunostomy
Percutaneous jejunostomy
Percutaneous cecostomy

4. Special considerations for gastric bypass, enterocutaneous fistula, and Billroth II anastomosis
5. Continuous care and maintenance of GI access

Tube dressing and positioning
Initiation of feeding
Choice of tube configuration and material
Routine tube flushing to prevent clogging
Unclogging the enteral tube
Gastrostomy tube change

Major Outcomes Considered
Success rates of nasoenteric and oroenteric tube placement
Success rates of percutaneous gastrostomy
Success rates for percutaneous gastrojejunostomy
Success rates of direct percutaneous jejunostomy
Success rates of percutaneous cecostomy
Complication rates (major and minor)
Mortality rates

Methodology

Methods Used to Collect/Select the Evidence
Searches of Electronic Databases

Description of Methods Used to Collect/Select the Evidence
An in-depth literature search was performed by using electronic medical literature databases (mainly PubMed searching with no prior date
restriction and up to 2011, as the 2011 guideline was the first version of this guideline). Case reports were included when reporting on adverse
events of importance. Search terms included gastrointestinal access, interventional radiology, enteral feeding, gastrostomy, endoscopic
jejunostomy, and nasogastric tube.

Number of Source Documents
Not stated

Methods Used to Assess the Quality and Strength of the Evidence
Not stated

Rating Scheme for the Strength of the Evidence
Not applicable



Methods Used to Analyze the Evidence
Review of Published Meta-Analyses

Systematic Review with Evidence Tables

Description of the Methods Used to Analyze the Evidence
A critical review of peer-reviewed articles is performed with regard to the study methodology, results, and conclusions. The qualitative weight of
these articles is assembled into an evidence table, which is used to write the document such that it contains evidence-based data with respect to
content, complication rates, outcomes, and thresholds for prompting quality assurance reviews.

Methods Used to Formulate the Recommendations
Expert Consensus (Delphi)

Description of Methods Used to Formulate the Recommendations
When the evidence of literature is weak, conflicting, or contradictory, consensus for the parameter is reached by a minimum of 12 Standards of
Practice Committee members by using a modified Delphi consensus method. For the purposes of these documents, consensus is defined as 80%
Delphi participant agreement on a value or parameter.

Rating Scheme for the Strength of the Recommendations
Not applicable

Cost Analysis
A formal cost analysis was not performed and published cost analyses were not reviewed.

Method of Guideline Validation
External Peer Review

Internal Peer Review

Description of Method of Guideline Validation
The draft document is critically reviewed by the Standards of Practice Committee members, either by telephone conference calling or face-to-face
meeting. The finalized draft from the Committee is sent to the Society of Interventional Radiology (SIR) membership for further input/criticism
during a 30-day comment period. These comments are discussed by the Standards of Practice Committee, and appropriate revisions made to
create the finished standards document. Before its publication the document is endorsed by the SIR Executive Council.

Evidence Supporting the Recommendations

Type of Evidence Supporting the Recommendations
The type of evidence supporting the recommendations is not specifically stated.



Benefits/Harms of Implementing the Guideline Recommendations

Potential Benefits
Improved creation and maintenance of percutaneous gastroenteric access for enteral nutrition and decompression

Potential Harms
The most common complications of endoscopy include aspiration, hemorrhage, and perforation, and sedation carries the risks of hypoxia,
hypotension, and aspiration.

Major and Minor Complications of Gastrostomy Tube Placement

Major Complications

Aspiration - 0.3%–1.0%
Hemorrhage - 0%–2.5%
Peritonitis - 0.5%–1.3%
Necrotizing fasciitis - Rare
Death - 0%–2.1%
Tumor implantation - Rare

Minor Complications

Ileus - 1%–2%
Peristomal infection - 5.4%–30%
Stomal leakage - 1%–2%
Buried bumper - 0.3%–2.4%
Gastric ulcer - 0.3%–1.2%
Fistulous tracts - 0.3%–6.7%
Inadvertent removal - 1.6%–4.4%

Refer to the original guideline document for additional information about complications.

Contraindications

Contraindications
Absolute Contraindications

Absolute contraindications to tube placement include mechanical obstruction of the gastrointestinal (GI) tract (unless the procedure is indicated for
decompression), active peritonitis, uncorrectable coagulopathy, or bowel ischemia.

Relative Contraindications

A number of other conditions represent relative contraindications to enteral access, such as recent GI bleeding, hemodynamic instability,
ascites, respiratory compromise, and certain anatomic alterations. Recent GI bleeding from peptic ulcer disease with a visible vessel or from
esophageal varices is associated with a high rate of recurrent bleeding, and therefore the decision to achieve access and initiate enteral
nutrition should be delayed for 72 hours. Patients bleeding from angiodysplasia, gastritis, or stress gastropathy are at less risk for recurrent
bleeding and therefore do not require a delay in seeking enteral access.
In case of interposition of the colon between the abdominal wall and stomach, percutaneous placement of a gastrostomy is contraindicated.
In these cases, gastrostomy can be placed surgically.
Gastrostomy placement in the presence of ascites is difficult, increases the risk for bacterial peritonitis, and may impair maturation of the
stoma tract. Gastrostomy tubes may be placed successfully after paracentesis if reaccumulation can be prevented for a period of 7 to 10



days after placement to allow the tract to mature. Gastropexy devices could be used to secure the stomach to the anterior abdominal wall.
Placement of the gastrostomy in the presence of the ventriculoperitoneal shunts may increase the risk of ascending meningitis.
Morbidly obese patients with a panniculus are at increased risk, as shifting of the panniculus in the postoperative period may dislodge the
gastrostomy tube out of the stomach and into the peritoneal space.
Although fever and ongoing infection are a concern, they do not represent an absolute contraindication to tube placement.
Anatomic alterations such as an open abdomen, presence of ostomy sites or drain tubes, and surgical scars may alter the location for
gastrostomy tube placement. Staying more than 2 cm away from a surgical scar reduces risk, as intervening loops of bowel tend to get
trapped in the scar tissue immediately below the skin.
Specific problems that may preclude endoscopy guided placement include facial fractures, selective skull fractures with leakage of cerebral
spinal fluid, high cervical fractures, and upper GI obstruction. In these cases, image-guided gastrostomy placement can be used successfully.
Problems that may impede image-guided placement include those conditions that prohibit transport to the radiology suite, such as
hemodynamic instability, head injury with increased intracranial pressure, or cardiac dysrhythmias. 

Qualifying Statements

Qualifying Statements
A primary goal of the Society of Interventional Radiology (SIR) is ensuring high-quality outcomes and patient safety in vascular and interventional
radiology. The clinical practice guidelines of the SIR attempt to define practice principles that generally should assist in producing high quality
medical care. These guidelines are voluntary and are not rules. A physician may deviate from these guidelines, as necessitated by the individual
patient and available resources. These practice guidelines should not be deemed inclusive of all proper methods of care or exclusive of other
methods of care that are reasonably directed towards the same result. Other sources of information may be used in conjunction with these
principles to produce a process leading to high quality medical care. The ultimate judgment regarding the conduct of any specific procedure or
course of management must be made by the physician, who should consider all circumstances relevant to the individual clinical situation. Adherence
to the SIR Quality Improvement Program will not assure a successful outcome in every situation. It is prudent to document the rationale for any
deviation from the suggested practice guidelines in the department policies and procedure manual or in the patient's medical record.

Implementation of the Guideline

Description of Implementation Strategy
An implementation strategy was not provided.

Institute of Medicine (IOM) National Healthcare Quality Report
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